Objective: To examine the effect of depressive symptoms and satisfaction with family support (FS) on physical and mental Health Related Quality of Life (HRQoL).
Introduction
Health Related Quality of Life (HRQoL) is a broad ranging concept affected in a complex way by the person's physical health, psychological state, level of independence, social relationships, personal beliefs and their relationship to salient features of their environment [1] . Although no universal definition is available, HRQoL is increasingly recognized as a valid and reliable measurement in healthy populations and as an assessment of the effect of illness on well-being. In addition to the four major noncommunicable diseases (NCD): cardiovascular diseases (48%), diabetes (4%), cancers (21%) and chronic respiratory diseases (12%) shared the leading causes of NCD deaths in 2008 [2] , depressive symptoms is also the leading cause of years lost due to disability [3] . Chinese societies has undergone rapid urbanization and Westernization of lifestyles in recent decades, and has also witnessed rising life expectancy and an increasing burden of chronic disease [2] . Chronic conditions can induce a low level of HRQoL for the patients and also their family members. The presence of depressive symptoms and the simultaneous occurrence of chronic conditions had cumulative negative effects on HRQoL among community-dwelling older adults age 60 and above [4] . Identifying depressive symptoms among individuals with and without chronic conditions is therefore crucial for implementation of measures aimed at improving HRQoL in a communitydwelling population.
Studies have shown that positive social support emerges as a mitigating factor in chronic conditions both in the West [5, 6] and China [7] . Furthermore, it has been suggested that the family is the most important source of social support [8] . A number of studies, mainly cross-sectional have assessed the effect of family support (FS) on HRQoL in China. However, these studies are relatively small and focus only on minority and vulnerable groups, such as the chronically ill [9, 10] and the elderly [11] , or were limited by the telephone interview method [12] . Among the few studies that examined the association prospectively, a positive social support was found to be associated with a more favorable HRQoL [13] and fewer uses of mental health services [14] . Nevertheless, these prospective studies may be limited by restriction to specific chronic conditions [13] or use of proxy indicators of mental health such as the utilization of health service [14] . FS plays an essential role in Chinese culture particularly in times of illness [15] . Hence, we aimed to examine the role of perceived satisfaction to FS in relation to HRQoL, among those with and without depressive symptoms. The effect of social relationships on mental health has been demonstrated on multiple levels, including family, work, and neighborhood [16] . Support at each level could mitigate the effect of depressive symptoms on quality of life, and thus we have examined this using multi-level analysis.
Studies have indicated that higher levels of depressive symptoms are associated with lower HRQoL in ill individuals and their family members. However, these findings were also limited by small and specific sample [17, 18, 19] or to certain conditions [20] . A cross-sectional survey in mainland China reported that FS and self-reported health status explained most of the variance in depressive symptoms [15] . Older women were more likely than men to be adversely affected by lack of FS and to report depressive symptoms [21] . Gender roles in Chinese societies are more differentiated than in the West [22] , thus the hypothesis that women with adequate FS compared to men would be less affected by depressive symptoms in terms of HRQoL is tested in this community-dwelling sample.
In this study, we used a population-based household survey in Hong Kong to examine 1) the independent associations of depressive symptoms and adequate FS with HRQoL; 2) interaction between sex and depressive symptoms and interaction between sex and FS in relation to HRQoL; 3) FS moderate the effect of depressive symptoms on HRQoL and the interaction is sex-specific.
Methods

Ethics Statement
The study protocol was approved by the Institutional Review Board of the University of Hong Kong and all participants signed an informed consent form prior to the interview. For those aged below 18, a parental consent was also obtained from their parents.
Study Sample
A population-based household survey entitled 'FAMILY: a Jockey Club Initiative for a Harmonious Society', was carried out from March 2009 to April 2011. Details of sampling and interview have been described elsewhere [23] . In brief, sampling was based on residential addresses provided by the Hong Kong Census and Statistics Department. First, residential addresses were randomly sampled in all of the 18 districts of Hong Kong, with sample sizes proportionate to the district populations. The random sampling was stratified by type of dwelling (e.g., public or private housing complexes). Before the survey began, a notification letter was sent to the selected households, explaining the purpose of the survey and assuring confidentiality. Trained interviewers then approached all selected residential addresses. We excluded those addresses in which the interviewers could not contact anyone after six visits, each at least one week apart. Each family member aged $15 years in the sampled household who could understand and respond to the interview in Cantonese was eligible and invited to participate. Family members were interviewed separately and privately, with data gathered in electronic format on laptop computers. Participants responded to a structured questionnaire under the supervision of the interviewer who was available to answer questions and clarify items. The present sampling scheme was chosen based on the objectives of the FAMILY Project, which is to recruit complete households in order to examine the relationships between all family members in terms of health, happiness and harmony treating household as a unit. We only retained households in which all family members agreed to participate.
Socio-demographic Measures
Participants were asked whether they had any of the following major chronic conditions, as diagnosed by a physician: heart disease, stroke, diabetes, asthma, chronic obstructive lung disease, digestive diseases (gastric ulcer, hepatitis B or C, or cirrhosis), or cancer. The total number of those major chronic conditions was used in the present analysis. Height was measured with SECA 214 stadiometer (http://www.seca.com), with a precision of 1 mm. Weight was measured with Omron fat analyzer scale HBF-356 (http://www.omron-healthcare.com.sg), with precision at 0.1 kg for weight. Both height and weight were measured by trained interviewers with standard protocols [24] . Body mass index was defined as body weight divided by height squared (kg/m 2 ). Socioeconomic status was measured by educational attainment and household monthly income. Education was classified into two levels by the highest education attained: tertiary versus secondary and below. Household monthly income was classified into two levels: $20,000 and above and less than $20.000 (US$ 1 = HK$ 7.8). Participants were classified into high-risk drinking (engagement in binge drink in past one month and/or alcohol intake of $210 g (men) or $140 g (women) per week) versus low-risk drinking (including non-drinkers). Smoking behavior included current smoking (smoke at least one cigarette every day) and nonsmoking (including ex-smokers). Involvement in physical activity was classified into two categories (less active versus more active) according to the International Physical Activity Questionnaire (IPAQ) [25] . 'More active' is defined as equates to approximately at least 1.5-2 hours of total activity per day, of at least moderate intensity activity. Demographic measures included age, gender, marital status and number of persons living in a household.
Psychological Assessments
Physical and Mental HRQoL. The Medical Outcomes Study 12-item short-form version 2 (SF-12) [26] measures eight domains of health on 5-point Likert scales: Physical Functioning, Role Physical, Bodily Pain, General Health, Vitality, Social Functioning, Role Emotional, and Mental Health. Total scores for each domain are calculated and transformed into a 0 to 100 scale. The first four domains form the physical HRQoL scores and the latter four the mental HRQoL scores. These aggregated scores were converted into norm-based scores (mean, 50; standard deviation (SD), 10), where higher scores indicated a more favorable physical and psychological well-being [26] .
The SF-12 version 2 has been validated in Chinese samples [27, 28] . Scores for the physical and mental components are calculated by the formula provided in the SF-12 user manual [29] . As these scores are not based on raw scores, Cronbach's alpha cannot be calculated for the individual subscales. For our sample, the alpha for the 12-item scale was 0.86. The physical and mental HRQoL were weakly correlated (Spearman r = 20.14). Satisfaction with family support (FS). FS was measured using the 5-item Family Adaptation, Partnership, Growth, Affection, Resolve (APGAR) Questionnaire, which collects information on satisfaction with the aforementioned five areas of family function [30] . The 5 items were as follows: 1) I am satisfied that I can turn to my family for help when something is troubling me; 2) I am satisfied with the way my family talks over things with me and shares problems with me; 3) I am satisfied that my family accepts and supports my wishes to take on new activities or directions; 4) I am satisfied with the way my family expresses affection, and responds to my emotions, such as anger, sorrow, or love; and 5) I am satisfied with the way my family and I share time together. Scores range from 0 to 10, with higher scores indicating greater FS. The Chinese version has been used previously in Hong Kong with good reliability and construct validity in Hong Kong [31] . The internal consistency in the present sample was 0.94.
Perceived neighborhood cohesion. Perceived neighborhood cohesion was measured using 4 items, each rated on a 5-point Likert scale (scores range from 1 to 5), with higher scores indicating greater social cohesion [32] . For an example, one item asks, 'people around here are willing to help their neighbors'. We omitted the fifth item (people in this neighborhood do not share the same values) from the original list because of its low factor loading (,0.40). The four items have been shown reliable in previous studies [33] and had an internal consistency of 0.86 in the present sample. These four items have been previously used in a local setting [34] .
Depressive symptoms scores. The nine-item Patient Health Questionnaire (PHQ-9) was used to assess depressive symptoms [35, 36] . Participants rated the frequency of experiencing nine symptoms during the previous two weeks: 0) not at all, 1) on several days, 2) on more than half of the days, and 3) nearly every day. Scores range from 0 to 27, with higher scores indicating high severity of symptoms. A PHQ-9 score of 10 or higher indicates moderate or higher levels of severity. The reliability and validity of the Chinese PHQ-9 have been previously reported using pilot data from the present dataset [37] . The internal reliability in the present sample was 0.83.
Life stress. Participants were asked whether they have experienced any of 18 stressful life events, derived from the Recent Life Changes Questionnaire (RLCQ) [38] , over the past 12 months. These life events include death of a family member or a close friend, unemployment, serious health problems, financial problem, changes in interpersonal relationship, and movement of residence. Four culturally relevant life events were added to the RLCQ list, including ''I had a heavier workload (in the home, school or work settings)'', ''somebody in my family had a serious health problem'', ''a close friend had a serious health problem'', and ''I set up a new household (e.g. moving out of parents' home)''. About 30% of participants reported having experienced at least one stressful life event over the past 12 months. The top three most commonly experienced stressful life events were heavier workload (9.2%), worsening financial situation (6.5%) and serious health problem in oneself or family members (6.0%). Binary of stressful events (yes vs. no) was used in analysis.
Statistical Analysis
Comparisons were made between the FAMILY Study participants and the 2011 Hong Kong general populations (Census and Statistics Department data) at both individual and household levels. Missing data on household income (N = 2214), education level (N = 84) were imputed using multiple imputation with additive regression, bootstrapping, and predictive mean matching by R package Hmisc (http://lib.stat.cmu.edu/S/Harrell/help/ Hmisc/html/aregImpute.html). Results were presented as means with standard deviations (SD). Categorical data were analyzed using the x 2 test. Multilevel regression was used because more than one person could be interviewed in each household and thus their results would not be independent observations. Variables entered into the regression model included socio-demographic variables (age, sex, marital status, body mass index, number of chronic conditions, educational attainment, household income and neighborhood cohesion), and lifestyle variables (smoking, drinking and physical activity). Both beta (b) and standardized beta coefficients (computed by b times the SD of the corresponding independent variable) were reported to standardize the scales of different psychological assessments in regression analyses. To test hypothesis 2, the sex-depressive symptoms interaction and sex-FS interaction was fitted into a multilevel regression model that also included all other variables. In addition, the relationship between FS and depressive symptoms was examined separately for men and women. We divided participants into 4 groups by FS and severity level of depressive symptoms: those with high FS (APGAR 7-10) and without depressive symptoms (PHQ-9,10), those with low FS (APGAR 0-6) and without depressive symptoms, those with high FS and depressive symptoms (PHQ-9$10), and those with low FS and depressive symptoms to estimate the mean physical and mental HRQoL scores in men and women separately. For all analyses, two-tailed p-values ,0.05 were considered statistically significant. All statistical analyses were performed using IBM-SPSS Statistics software, version 19.0 and R statistical package.
Results
Sample Profile
A total of 7,864 households completed the interviews. The present sample represents 22.2% of the households originally approached as only complete households are included, where all eligible members agreed to participate. At the individual level, comparisons were made between the FAMILY Study participants and the 2011 Hong Kong general population (Census and Statistics Department data (http://www.census2011.gov.hk)) on age, gender and highest educational level attained. All dimensions showed only negligible differences, and the FAMILY Study sample was therefore judged to be representative of the Hong Kong general population [39] . At the household level, comparisons were made on household size and residential district which showed negligible differences. However, a medium-effect difference was found in type of housing (Table 1) , where the FAMILY sample reported a higher proportion of individuals living in public housing compared to the census data. Data presented in this study are weighted by household income, household size (number of family members in a household) and housing type reported in the 2011 Hong Kong Population Census. A total of 16,039 respondents (7,312 men and 8,727 women, mean age of 47.1 (SD = 15.9)) were included in the present paper, but in the stratification analysis of physical and mental HRQoL only included 16, 025 with completed data. Table 2 shows the characteristics of the sample. The overall mean score (SD) of physical and mental HRQoL was 49.6 (7.6) and 53.6 (7.8), respectively. Women were more likely than men to report depressive symptoms. Overall, 56.3% participants reported high FS (APGAR of 7-10), with a higher proportion of women reporting high FS compared to men (58.7% vs. 53.5%, x 2 = 44.2, p,0.001). Men were more likely to report higher physical and mental HRQoL, and higher perceived neighborhood cohesion compared to women. More men than women were current smokers or high-risk drinkers, and physically active.
Socio-demographic Factors and Behaviors Associated with HRQoL
The multilevel regression model showed that socio-demographic variables explained 21% and 19% of the variance in physical and mental HRQoL ( Table 3 ). The number of chronic conditions, age, presence of depressive symptoms (PHQ-9 score $10) and presence of life stress were found to be the four most significant factors associated with physical HRQoL (standardized coefficients FS was not associated with physical HRQoL, however neighborhood cohesion (b = 0.14, p,0.05) did weakly. Both higher FS and higher neighborhood cohesion were associated with more favorable mental HRQoL, after adjusting for age, sex, physical activity level, depressive symptoms, life stress and the number of chronic conditions. FS (b = 1.15), showed stronger association with mental HRQoL (z score = 13.2, p,0.001), compared to neighborhood cohesion (b = 0.39). Marital status, smoking, number of person in household and household income did not contribute any variance in mental HRQoL after adjustment for other variables.
Differential Effect of Depressive Symptoms on Physical and Mental HRQoL between Men and Women
Since the sex-depressive symptoms interaction was independently and significantly associated with both physical (b = 0.55, p,0.01) and mental HRQoL (b = 20.94 p,0.001), stratification for these two factors were conducted. Figure 1 shows that presence of depressive symptoms were associated with a significant drop of physical HRQoL levels in women than men (12% vs. 7%, p,0.01). On the other hand, the presence of depressive symptoms was associated with a decrease on mental HRQoL levels by 29% in men and 23% in women (p,0.001) (Figure 2) . Table 4 shows that both men and women with high FS (APGAR score 7-10) had higher mental HRQoL in comparison to their counterparts with low FS (APGAR score 0-6). Slight but significant FS-sex interaction (b = 0.64, p,0.001) was also observed in relation to mental HRQoL. High FS was associated with a 5% increase of mental HRQoL in women and a 4% in men (p,0.001). The interaction between FS and depressive symptoms was not significantly in relation to mental HRQoL. Nonetheless, when the participants were stratified further by sex, by depressive symptoms severity and by FS into 8 subgroups (Table 4) , high FS was associated with a higher mental HRQoL in most of these groups, regardless of sex and depressive symptoms. Among men with depressive symptoms, high FS did not contribute variance of significance in mental HRQoL compared to those with low FS (36.2 vs. 38.1, p = 0.15).
Effect of High FS on Mental HRQoL among Men and Women
Discussion
In a large representative sample of general population in Hong Kong Chinese, we found that low FS, presence of depressive symptoms (PHQ-9$10) and presence of life stress were associated with unfavorable HRQoL, with the exception of FS having no association with physical HRQoL. We also found a significant interaction between sex-depressive symptoms and sex-FS for mental HRQoL. In contrast, only the sex-depressive symptoms interaction was significant for physical HRQoL. Regarding our third hypothesis, our study demonstrates that the interaction between FS and depressive symptoms was not significantly associated with physical and mental HRQoL. Nonetheless, among those with depressive symptoms (PHQ9$10), high FS was associated with a favorable mental HRQoL in women but not men.
Both physical and mental HRQoL shared three common risk factors of depressive symptoms, life stress and older age, which is consistent with prior studies [4, 14, 40] . Researchers have proposed that social support may buffer against the negative effects of stress on individuals' well-being [41] . Associations of better FS with lower likelihood of reporting depressive symptoms [15, 21] and with favorable HRQoL have also been reported in previous studies [9, 14] . Nonetheless, our results have added to the understanding of the protective role of FS among people with depressive symptoms in a large group of community-dwelling individuals. We have also found that men are more likely to be affected by depressive symptoms than women as evidenced by the lower mental HRQoL. However, FS did not moderate the effect of depressive symptoms on mental HRQoL in men. Social support can be manifested at various levels and in this study, which has been measured at both the family and neighborhood levels, using FS and perceived neighborhood cohesion, respectively. FS, when compared to neighborhood cohesion, showed a stronger positive association with both physical and mental HRQoL. However, there are other sources of support which have not been included in this study, such as workplace and organization engagement, which may differentially affect HRQoL in men and women. Further studies are needed to explore how family, neighborhood, and other sources of support are linked to HRQoL among Chinese men and women. Our study has addressed a vulnerable group in the community, namely, individuals with moderate or above depressive symptoms and lack FS are particularly prone to report low mental HRQoL. It would be worthwhile for primary care professionals or social workers to include a brief assessment of family function and support in routine consultations. For health promotion, enhancing family relationships could be an important primary prevention Experimental studies have demonstrated that physical activity could divert negative thoughts and elevate mood by enhancing secretion of endorphins [42] . Epidemiological studies have also reported notable associations between negative emotions, heavier body weight and physical inactivity [43, 44] . In line with previous studies, we found that physical activity showed a medium to strong positive association with physical (b = 0.50) and mental HRQoL (b = 0.24). Most of the unhealthy behavioural factors including high-risk drinking and inadequate physical activity were significantly associated with unfavourable HRQoL. These suggest that healthy lifestyle promotion may be recommended as one of the means to maintain well-being in Chinese societies.
The present study has three strengths. First, a large sample of households and individuals were randomly selected from all 18 districts in Hong Kong, which produced a representative sample of the general population. Second, this study has examined the effect of sex-depressive symptoms interaction and sex-FS interaction in relation to HRQoL in a community-dwelling population. Third, the study focused on examining the potential protective role of FS in a culture that emphasizes the importance of family ties. Given many cultural similarities shared between Hong Kong and other rapidly modernizing urban areas in China and other Asian nations, our Hong Kong results may be applicable across Asia. The present study has a number of limitations. First, the method of including only complete households in our sample lowered the response rate and could lead to a self-selection bias towards families with more satisfying relationships. To look for such a potential bias, we drew a subsample of households that did not achieve complete enrolment of every member and randomly selected one member from each such household to complete the survey (N = 1,930) . A comparison analysis showed that the physical and mental HRQoL scores of these individuals did not differ to any substantial degree (Cohen's d effect size ,0.2) from the present study sample. Moreover, we did not find significant differences in FS comparing the complete households and incomplete households (mean of family APGAR 6.5 vs. 7.0, effect size = 0.145). Second, without access to medical records and biomarkers, we could not adequately assess the severity of the chronic conditions and the impact of disease control on HRQoL. The interpretation of our findings is limited by the cross-sectional design; however the second wave of the FAMILY project is due to be completed by May 2013. The prospective data will enable us to examine the interplay between depressive symptoms, perceived FS and lifestyle factors and to test whether baseline depressive symptoms and FS predict future HRQoL.
Conclusion
Family support and presence of depressive symptoms was significantly associated with HRQoL in a representative sample of the general population in Hong Kong. Among participants with depressive symptoms, high family support also showed a significant protective role against deterioration in mental HRQoL for women but not men. For primary care professionals and social workers, family support assessment may be worthwhile in individuals with depressive symptoms. 
